
«±CU¡ ́Cu ±ºµu‰ îU≤u«̧ Ë¥U ≤LU¥MbÁ ±πU“ (Øt ¢Fu¥i ̧« œ¸¥U≠X Ødœ)

«¥MπU≤V,‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡‡,
«™NU¸ ±v œ«̧Â Øt:
■■ØU̧‹ «≤∑IU‰ ±e«¥U °t Åu‹̧ «∞J∑dË≤OJv)refsnarT stifeneB cinortcelE:TBE(«“

©d¥o ÄºX °t ≤AU≤v “¥d œ¸¥U≠X ≤Ab Ë ±e«¥U ¢ußj ¥p ≠dœ ̈Od±πU“ ËÅu‰
®b:

■■°t °ªAb«̧È Ë¥U îj ¢KHMv TBEÖe«̧‘ œ«œÁ ®b Øt ØU‹̧ TBE±HIuœ ®bÁ/°t
ßdÆX ̧≠∑t Ë¥U îj ¢KHMv TBE≤∑u«≤ºX ØU‹̧ TBE¸« ∞Gu ØMb Ë ±e«¥U ¢ußj
¥p ≠dœ ̈Od±πU“ ËÅu‰ ®b.

œ¸ ̧Ë“_____________________ ßÚX______________

°t_______________________________________Öe«̧‘ œ«œÁ ®b

■■¨c« œ¸ ¥p •Uœ£t Ë¥U ≠U§Ft œ¸ îU≤u«̧ «“ °Os ¸≠X. Çt «¢HUÆv «≠∑Uœ Ë œ¸ Çt
±uÆl:

___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________

«¥MπU≤V «™NU¸ ±v œ«̧Â Øt «™NU¸¥t ≠u‚ •IOIX œ«®∑t Ë ¢U ¬≤πU¥v Øt ±v œ«≤r Å∫X
œ«̧œ. ≥LâMOs ¬ÖU≥v œ«̧Â Øt «Öd «©ö´U‹ ≤Uœß̧X Ë¥U ≤UÆh «̧«zt ØMr ±LJs «ßX
°d«È °d≤U±t ØuÄs ̈c«¥v ßKV Åö•OX, §d¥Lt, •∂f Ë¥U ≥d ßt ±u¸œ ®uÂ.

≤AU≤v Äº∑v (®LU¸Á, îOU°UÊ, ÅMbË‚ Äº∑v)

_________________________________________________
®Nd«¥U∞XØb Äº∑v

_________________________________________________
≤AU≤v ±Me‰ («Öd ≠d‚ ±v ØMb) (®LU¸Á, îOU°UÊ)

_________________________________________________
®Nd«¥U∞XØb Äº∑v

_________________________________________________

¢U¸¥a

¢U¸¥a“±UÊ

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

««ßß∑∑AANNUUœœ//««îî∑∑OOUU¸̧≤≤UU±±tt  §§UU¥¥~~ee¥¥MMvv  ((303 AFD))
œœßß∑∑uu¸̧««∞∞FFLLqq  ≥≥UU::œ¸ °ªg A±d°l (≥U¥v) Øt °t ®LU ±d°u◊ ±v ®u≤b ̧« ¢Op °e≤Ob,
«¥s ≠dÂ ̧« «±CU¡ ØdœÁ Ë œ¸ ™d· 01¸Ë“ «“ ¢U¸¥a Öe«̧‘ ±HIuœ ®bÊ °dÖdœ«≤Ob
ËÖd≤t ¢Fu¥Cv Åu‹̧ ≤Lv ÖOdœ.

Case Name:
Case Number:
Worker:
Date DFA 303 Received:

≠≠IIjj  °°dd««ÈÈ  ««ßß∑∑HHUUœœÁÁ  °°ªªAAbb««̧̧ÈÈ

°°ªªgg  A--  ««ßß∑∑AANNUUœœ  îîUU≤≤uu««̧̧

PART B - REPLACEMENT BENEFITS

PART C - ACKNOWLEDGEMENT OF RECEIPT (OVER THE        
COUNTER)

SIGNATURE (PERSON AUTHORIZING OR DENYING REQUEST)

RECEIVED BY:

DFA 303 (Farsi) (3/05)  REQUIRED FORM - SUBSTITUTES PERMITTED

DATE

DATE

■■ APPROVED - EBT Replacement Date ___________________

■■ EBT:  Authorized Replacement Amount $ ________________

■■ DENIED - Reason for Denial (Explain)
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________

±±IIdd¸̧««‹‹::«¥s ±Id¸«‹ ±LJs «ßX «©ö‚ ®uœ Ë ±v ¢u«≤Ob ¬≤NU ̧« œ¸ œ≠∑d ̧≠UÁ
515-61PPM±dË¸ ØMOb.

☛


